Domestic violence against women is an important health issue, but few studies have focused on city of residence and ethnic differences. To estimate the prevalence of various forms of domestic violence and certain related factors, with a specific focus on city of residence and ethnicity, we studied 1820 married women attending public health centers in 4 large cities in Khuzestan Province, southwestern Islamic Republic of Iran. We used an interviewer-administered questionnaire for data collection. The prevalence of some forms of lifetime domestic violence against women was 47.3%. The prevalence of physical, psychological, and any form of lifetime violence was the highest in Dezful (25.7%, 54.8%, and 57.7%, resp.). For sexual violence, the highest prevalence was reported in Ahvaz (17.7%). The highest prevalence of physical and sexual violence during any point of life was reported by Arab women (25.1% and 16.7%). The experience of all forms of violence was significantly associated with city of residence. Results of regression logistic analysis revealed that all of the forms of violence except psychological violence were statistically significantly associated with ethnicity ( < 0.05).
Introduction
Domestic violence, the most common type of violence against women [1, 2] , is well recognized as a serious risk factor for many physical, mental, and reproductive health consequences, as well as being a violation of human rights [2] [3] [4] [5] . The immediate and long-term health outcomes that have been linked to violence have been indicated in many studies; these include injury, unwanted pregnancy, abortion, sexually transmitted infections, posttraumatic stress disorder, and depression [6] [7] [8] .
Violence against women, in its various forms, is endemic in communities and countries around the world, cutting across class, race, age, and religious and national boundaries [2] . In 48 population-based surveys from around the world, between 10% and 69% of women reported being physically assaulted by an intimate male partner at some point in their lives [9, 10] .
Estimates of the prevalence of domestic violence within the Islamic Republic of Iran vary widely, from 10% to 55%, between studies in various forms of violence and using different methodologies [11] [12] [13] .
As domestic violence against women becomes more recognized and discussed, questions are being raised concerning the magnitude of the problem in different settings and the causes, consequences, and related risk factors [2] . Widely differing prevalence rates across the world suggest that social and cultural contexts can play a major role in the perception of domestic violence against women [14] . Little is known about the related context, cultural, and social factors involved. Violence against women and related issues are unreported in many Iranian ethnic groups and cities.
There are 8 ethnic groups Baluch, Torkman, Talesh, Fars (Persian), Kord, Arab, Lur, and Iranian Arab in the Islamic Republic of Iran [15] . Three of these, Fars, Arab, and LurBakhtiary, comprise the main ethnic groups in Khuzestan (the overall majority of Iranian Arabs are resident in Khuzestan Province). The people of the Fars ethnic group are resident in Dezful, Ahvaz, and Abadan and the people of the Arab ethnic group in Ahvaz and Abadan. Almost all of the Lur ethnic group are resident in Andimesk.
The aim of this study was to estimate the prevalence of various forms of intimate partner violence and some related 2 International Scholarly Research Notices factors in 4 cities of Khuzestan and to make a comparison of the results, with a specific focus on city of residence and ethnicity.
Methods
In this cross-sectional study, 1820 married women who were attending public health centres in 4 largest cities of Khuzestan (one of the largest provinces in the south west of the Islamic Republic of Iran) were studied.
Four large cities, Ahvaz, Abadan, Dezful, and Andimesk, were selected for this study. These cities were selected as they are largely representative of the province. Ahvaz is the capital of the province and has a number of different ethnic groups; the others are also large cities with different cultural and ethnic groups. The population of these cities is about 1 million, 200 000, 400 000, and 200 000, respectively. The study was carried out from January 2007 to March 2008.
Since the prevalence of domestic violence in Khuzestan had not been previously estimated, we calculated the prevalence based on previous studies in other parts of the country [11, 16] . The required sample size was estimated using a World Health Organization manual [17] : 20% prevalence rate to a confidence level of 95% and 0.05 precision gave sample sizes of 500, 280, 480, and 200 women in Ahvaz, Andimesk, Dezful, and Abadan, respectively. We increased the sample size to 1820 to cover sampling error.
Convenience sampling was used for data collection. The interviewer attended the selected health center for 4 days a week. Every woman seeking family health services (contraception, routine care for children) during the study period was asked to participate in the study. Participants were assured of the confidentiality of their responses. Overall 1865 women in 4 cities were selected, but 45 women refused to participate in the research, a refusal rate of about 2.5%. A private room in the health center was available for conducting the interviews and completing the questionnaires. The unique file number for each participant was checked to ensure no woman was interviewed more than once.
We used an interviewer-administered questionnaire for data collection. Female investigators in our research team interviewed the participants and completed the questionnaires. They were trained according to ethical and security recommendations for domestic violence researchers [18] .
The questionnaire was designed based on a WHO multicountry study and study in India [19, 20] . The questionnaire covered demographic details and experiences of domestic violence at some point in life.
We entered data through SPSS (version 16) and analyzed it using Minitab and SPSS. Chi-squared test and binary logistic regression were carried out.
We asked questions about specific behaviours related to physical violence (beating, hitting with an object, physical injuries, fractures, and hospitalization), psychological violence (verbal insults, the threat of divorce, the threat of remarriage, forcing the woman to leave the house, and refusing verbal communication with their wife), and sexual violence (unwanted or forced sex). The experience of at least 1 form of these 3 forms of violence was considered a form of violence.
Results
The participants comprised 600 women from Ahvaz (capital of Khuzestan Province), 400 from Andimeshk, 220 from Abadan, and 600 from Dezful; 29.5% (525) of respondents were of Arab ethnicity and 70.5% (1252) were from the Fars and Lur ethnic groups.
The mean age of the women was 28.8 (standard deviation 6.1; range 14-56) years. The great majority of the women (84.1%) did not work outside the home. Consanguineous marriage was reported by 41.2% of women and forced marriage was reported by 16.1%. Demographic characteristics of the different ethnic groups are presented in Table 1 . The highest level of education for both women and their husbands was reported in Dezful. A minority of the participants, 9.1% of Arab women and 17.7% of non-Arab women, were in employment. Having a college education was reported by 8.2% of Arab and 22.7% of non-Arab participants ( < 0.001).
The majority of the Arab participants were resident in Ahvaz (69.7%) and Abadan (22.1%). Because of similarities for many characteristics in the non-Arab ethnic groups (Fars and Lur) we merged the related data for them in the regression model.
The prevalence of physical violence increased with the age of the woman except for age under 18 years: recorded prevalence was 20.8% for women under 18 years, 17.8% for women aged 18-24 years, 19.1% for women aged 25-29 years, 20.6% for women aged 30-34 years, 24.3% for women aged 35-39 years, and 25.25% for women aged 40+ years.
Prevalence of psychological violence and any form of violence was greater in women aged 40 and over. The greater prevalence of sexual violence was reported in the age group of 30-34 years. The lowest prevalence of various forms of violence in the lifetime was reported in women with a university education level. The experience of all forms of violence was greater in women who did not work outside the home and those whose age at marriage is less than 18 years. There was a significant association between physical violence and psychological, sexual, and any form of violence ( < 0.001).
History of psychiatric disorder in husband was related to the experience of all forms of violence in women ( < 0.01).
The prevalence of physical, psychological, and any form of violence in the lifetime was the highest in Dezful (25.7%, 54.8%, and 57.7%, resp.). The greatest experience of sexual violence was reported in Ahvaz (17.7%). Overall, Abadan had the lowest prevalence for each form of violence among the 4 cities ( Table 2) .
The prevalence of physical, psychological, sexual, and any form of violence in the Fars ethnic group was 21.1%, 43.3%, 8.7%, and 47.3% compared to 14%, 46.9%, 10.1%, and 51.5% in the Lur population, respectively. Except for physical violence, there was no statistically significant difference between the Fars and Lur ethnic groups for all forms of violence.
The highest prevalence of physical and sexual violence at any point of life was reported by Arab women (25.1% and 16.7%). Psychological violence and any form of violence were the highest in the non-Arab ethnic group (44.4% and 48.6%, resp.) ( Table 3 ). The experience of any form of violence was significantly associated with city of residence and ethnicity after adjusting for confounding variables. Results of unadjusted odds ratio are presented in Table 4 .
Discussion
Experience of any form of violence during their lifetime for the women in our study was 47.3%. The highest prevalence of domestic violence in this study is comparable to the findings of other studies from around the world. Estimates of the prevalence of this phenomenon, however, vary widely owing to differences in study populations, definitions of violence, and sociocultural factors [1, 21] . The experience of any form of violence was significantly associated with age of the woman, education and employment of women, history of psychiatric disorder in husband, city of residence, and ethnicity. Some demographic characteristics such as older age of the woman, lower level of education in women and their husbands, not being in employment, and psychiatric disorders in husband have been recognized as risk factors for domestic violence in previous studies [1, 22, 23] .
The experience of all forms of violence had significant association with city of residence. There have been no similar studies in this area for comparison of results.
Some studies have reported variation in the prevalence of domestic violence between neighboring areas. These local differences are often greater than differences across national boundaries. All of the forms of violence except psychological violence had a significant association with ethnicity, regardless of the education level and occupation situation of the women. Sociocultural factors may explain ethnic differences in violence against women. Studies across many different cultures have shown some societal and cultural variables that might give rise to higher levels of violence against women [24] .
Our findings show the pattern of experience of various forms of violence differs between Arab and non-Arab women: physical and sexual violence prevalence was greater in Arab women and psychological violence was greater in the nonArab ethnic group. Our study showed some associations between the different forms of violence experienced; similarly, other studies suggest a significant overlap between physical, sexual, and psychological violence [25] [26] [27] . Accordingly, therefore, we had expected to report a higher prevalence of psychological violence in Arab women. The reasons for this unexpected result may be the different cultural perceptions about a particular behavior as being violent: acceptance of some forms of violence as "normal" and only reporting those forms of violence that victims themselves class as violence/abuse. There are no similar studies in this area and country for comparison of the results.
Improved education of health professionals about signs of physical and psychological violence could be helpful for active screening and timely referral of victims, particularly in Dezful and centres which women of Arab ethnicity attend. Programs for the prevention of domestic violence in health centers should be integrated with other plans where women are targeted, such as sexually transmitted disease prevention, prenatal care, and other services in family health practice. Primary prevention programmes should be focused on increasing access of women to education; preventing all forms of violence; enabling families (education of women and their husbands about outcomes of domestic violence, particularly in women who marry before they are 18 years old, those with little education, and other high risk groups); forming community groups, including religious communities, and changing community norms; reducing acceptance of violence in Arab women; and increasing domestic violence facilities for women who attend health centres in Dezful city.
Our study had some limitations. The study population comprised women who were attending public health centres for contraception and child care in the 4 cities we selected, and they may not be representative of the total female population of these cities; in particular, older women were not represented. Most women, however, come into contact with the health care centres at some point in their lives for obtaining contraception, for instance, or seeking care for their children. This makes the health care setting an important place for the identification, support, and referral, if necessary, to specialized services [27] . Also, the cross-sectional design, analysis, and conclusions based on self-reporting, probability of error in the definition of violence variables, recall bias in reporting of violence throughout the lifetime, and cultural barriers in the design of questions relating to details of sexual violence are some limitations of the present study.
Despite the limitations, this is the first study with a relatively large sample size in the Islamic Republic of Iran to study domestic violence in ethnic groups. Our study can provide a guideline for health care providers with useful information for planning and screening in high-risk women.
